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Introduction 
Thrombolytic treatment is now used routinely in 
the early management of patients with acute myocar- 
dial infarction (l), streptokinase being the most com- 
monly used agent. Cerebral haemorrhage is well 
recognized as a complication of such treatment, 
bleeding from other sites (e.g. haematuria or gas- 
trointestinal haemorrhage) may suggest the presence 
of underlying pathology and requires investigation 
accordingly. Haemoptysis might be expected in 
patients with inflammatory or malignant lung dis- 
orders but we are unaware of any reports of 
streptokinase-induced haemoptysis (electronic litera- 
ture search, personal communications from Commit- 
tee on Safety of Medicines and Kabi-Pharmacia 
Pharmaceuticals, Milton Keynes, U.K). We present 
two cases where previously undiagnosed bronchiecta- 
sis was detected following streptokinase-induced 
haemoptysis. 
Case 1 
A 69-year-old man presented with acute chest pain. 
He had smoked 20 cigarettes per day until 6 yr 
previously, and he had a chronic cough productive of 
approximately two tablespoonfuls per day of white 
sputum. He was taking no medications. He had no 
previous history of haemoptysis and physical exami- 
nation was entirely normal. An electrocardiogram 
confirmed the presence of an acute inferior myocar- 
dial infarct and he was treated with aspirin 300 mg 
orally followed by streptokinase (Kabikinase, Kabi- 
Pharmacia U.K.) 1.5 million units infused intra- 
venously over 1 h. Six hours after this infusion, he 
developed frank haemoptysis which persisted for 24 h 
with a total volume of less than 200 ml. His chest 
radiograph showed thickened bronchial walls sugges- 
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tive of bronchiectasis and a fine section CT scan of 
the thorax confirmed the presence of previously un- 
diagnosed bronchietasis (Plate 1). His cough and 
sputum have persisted but he has had no further 
haemoptysis during 3 months of observation in the 
outpatient clinic. 
Case 2 
A 69-year-old woman who smoked 15 cigarettes 
per day was given 300 mg of aspirin orally and 1.5 
million units of streptokinase (Kabikinase) intra- 
venously because of an acute anterior myocardial 
infarction. She had no previous history of any chest 
disease other than scanty sputum production and 
mild wheeziness during chest infections. She was not 
taking any medication at the time of presentation. 
She had soft basal lung crackles which were attrib- 
uted to mild heart failure at the time of admission. 
These crackles cleared rapidly following diuretic 
treatment (frusemide 40 mg daily). She was also 
treated with subcutaneous calcium heparin 12 500 
units twice daily for 1 week (with no prolongation of 
partial thromboplastin time). She developed streaks 
of blood on her sputum 36 h after receiving strepto- 
kinase, this haemoptysis persisted for 3 days. Her 
chest radiograph was unremarkable but fine section 
CT scans of the thorax revealed scarring and fibrosis 
in the right lobe with bronchial dilatation consistent 
with post-tuberculous bronchiectasis. She had no 
further haemoptysis during 3 months of outpatient 
review despite warfarin treatment (commenced 48 h 
after admission). 
Comment 
This paper further emphasizes the value of fine 
section CT scanning in the investigation of cases of 
unexplained haemoptysis or suspected bronchiecta- 
sis. Jones and colleagues (using bronchography) 
found that 24 of 96 cases of unexplained haemoptysis 
had evidence of bronchiectasis despite an absence of 
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Plate I High resolution CT scan of Case 1 demonstrating bronchial dilatation and mural irregularity of a posterior 
bronchus within the right upper lobe. Similar bronchiectatic changes were seen in other segments. 
diagnostic X-ray changes in any of these cases (2). 
More recently, Munro and colleagues have demon- 
strated that thin section CT scans may be more 
sensitive than bronchography in the detection of 
milder cases of bronchiectasis(3). Bronchoscopy is 
the usual first investigation in cases of haemoptysis, 
but, being invasive, this test is best deferred for 2-3 
months after myocardial infarction. On the other 
hand, fine section CT scanning can be conducted 
prior to discharge as it is non-invasive. 
In both of these cases, previously unrecognized 
mild bronchiectasis was diagnosed following an epi- 
sode of streptokinase-related haemoptysis. This 
raises the question of how common subclinical bron- 
chiectasis might be. One of the authors (PMT) con- 
ducts CT scans on large numbers of patients for a 
variety of pulmonary conditions and the prevalence 
of asymptomatic bronchiectasis in such cases is less 
than 5%. 
Bleeding from subclinical bronchiectasis seems to 
be an as yet unrecognized complication of throm- 
bolysis. Whilst neither patient suffered any serious 
consequences, it is possible that other patients with 
bronchiectasis might be at risk of developing life- 
threatening haemoptysis. We would suggest that 
thrombolytic treatment should not be administered 
to patients who give a history of previous substantial 
haemoptysis due to bronchiectasis or post- 
tuberculous scarring. This would support the general 
recommendation to withhold thrombolysis from 
patients with a history of major haemorrhage in the 
past. 
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